He was advised to abandon previous occupation for a more sedentary calling, and is now a cashier in the City. Object of operation: Relieving enlarged heart of the labour of raising the chest wall.
Case of Achalasia of the Cardia (so-called Cardio-spasm).
By ARTHUR F. HERTZ, M.D.
C. M., FEMALE, aged 36, developed mitral stenosis as a result of acute rheumatism fifteen years ago. She has complained for ten years of pain under the lower part of the sternum and a choking sensation under the upper part whenever she eats. She has always had an impression that her food had difficulty in getting into her stomach. About two years ago she fell from a ladder and hit her chest; since then she has constantly vomited part of the food she has eaten at every meal, which comes up quite undigested, but mixed with a considerable amount of mucous saliva. During the night she frequently awoke owing to regurgitation of her evening meal through her nose; the food was now sour, especially if several hours had elapsed since the meal, in contrast to the food brought up during meals, which was never sour. The condition became steadily worse until nine weeks ago, when she ceased to be able to keep down any solid food at all. During the three days before I first saw her, six weeks ago, no food had been retained at all.
An X-ray examination showed that the whole cesophagus was dilated, the obstruction being at the cardiac orifice of the stomach ( fig. 1) . There was violent peristalsis in the cesophagus, but the food only trickled with extreme slowness -into the stomach.
The condition was diagnosed as achalasia of the cardia, and a mercury tube was passed ( fig. 2 ). This met with no obstruction at the crdia, and the patient has since been able to retain her food, unless itj is insufficiently masticated, by passing the tube immediately before eajch meal.
The term " achalasia " (a, not; Xaka', I relax) was coined for me by Sir Cooper Perry to replace the term " spasm," which is incorrect for Ithe following reasons Clinical Section
(1) Hypertrophy of the cardiac sphincter is never observed after death, even if the obstruction has lasted for twenty or more years, although long-continued spasm would necessarily lead to hypertrophy.
(2) The mercury tube passes without any sense of obstruction through the cardia, which would be impossible if a spasm were present.
(3) The mercury tube can be withdrawn without any difficulty, whereas it would be grasped by the sphincter were cardio-spasm really present.
I believe that the condition is due to the absence of the normal relaxation of the cardia, which should occur when each peristaltic wave reaches it.' Similarly, many cases of so-called pylorospasm are due to pyloric achalasia, and ileo-caecal achalasia is the most frequent cause of ileal stasis.
A somewhat similar explanation was suggested by Dr. R. D. Rolleston 1g-Trans. Path. Soc., 1896, xlvii, p. 37).
